





















management	of	CPP	 is	often	unsuccessful	 resulting	 in	high	 levels	of	disability	and	costs	 to	
society.	 Despite	 recognition	 of	 parallels	 with	 other	 chronic	 pain	 syndromes,	 the	
management	of	CPP	remains	exclusively	unimodal	and	biomedical.	























clinically	 significant	 improvement	 in	 both	 pain	 intensity	 and	 interference	 from	pain.	 Sixty-
seven	percent	reported	a	clinically	significant	reduction	in	catastrophic	worry	about	pain	and	






























































































































































emotional	 experience	 associated	 with	 actual	 or	 potential	 tissue	 damage,	 or	 described	 in	
terms	of	such	damage”,	and	chronic	pain,	as	pain	that	“lasts	or	recurs	for	more	than	three	
months”.	 The	multitude	 and	 variety	 of	 different	 definitions	 used	 by	 different	 authors	 and	
healthcare	bodies,	however,	hints	at	some	of	the	complexities	of	even	beginning	to	manage	
this	condition.	
Historically	management	of	 CPP	has	been	entirely	 directed	by	perceived	 “tissue	damage”,	
disregarding	the	multidimensional	sensory	and	emotional	aspects.	
This	neglect	of	a	whole	person	approach	has	meant	that	despite	billions	of	healthcare	dollars	
being	 spent	 on	 CPP	 annually,	 many	 thousands	 of	 women	 continue	 to	 suffer.	 Current	
treatment	approaches	have	 resulted	 in	 the	needs	of	 these	patients	 remaining	unmet.	This	
thesis	 represents	 the	 culmination	 of	 an	 investigation	 into	what	might	 be	 able	 to	 be	 done	
differently	to	change	the	outcomes,	and	thus	improve	the	lives,	of	these	women.			
This	thesis	starts	with	review	of	the	literature	and	outlines	the	size	and	contributors	to	the	
current	 issues	 of	 CPP.	 The	 evidence	 base	 for	 current	 management	 is	 reviewed	 and	





Informed	 by	 this	 review,	 the	 development	 of	 a	 group	 programme	 that	 includes	 the	
components	theorised	or	shown	to	result	in	improve	outcomes	for	women	is	described.	This	
programme	is	then	piloted	and	the	results	analysed	and	discussed.		
This	 thesis	 demonstrates	 that	 a	 group	 programme	 that	 aims	 to	 meet	 the	
sociopsychobiomedical	 needs	 of	 women	 with	 CPP	 can	 result	 in	 a	 reduction	 in	 negative	
psychosocial	 correlates	 associated	 with	 pain	 related	 disability	 and	 increases	 in	 perceived	
wellbeing	and	increased	confidence	to	manage	pain.		












Chronic	 pelvic	 pain	 (CPP)	 is	 a	 common	 presentation	 to	healthcare	 services	globally.	
Christchurch	Women’s	Hospital	 (CWH)	receives	over	 100	 acute	presentations	 a	month	and	
more	 than	 200	 referrals	 to	 the	 outpatient	 department	 annually	 (Souter	 &	 Joseph,	 2018).	






for	 women	 with	 endometriosis	 in	 Australia;	 however,	 this	 figure	 does	 not	 include	 non-




District	 Health	 Board	 (CDHB)	 found	 105	 presentations	 to	 acute	 hospital	 services,	 during	
which	nearly	$23,000	was	spent	on	investigations	and	870	hospital	bed	hours	were	utilised;	
all	 without	 a	 new	 diagnosis	 or	 change	 in	 management	 being	 made	 (Souter	 &	 Joseph,	
2018).		A	further	audit	of	those	with	CPP,	who	were	referred	to	the	CWH	outpatient	clinic,	
reported	 an	 average	 of	 seven	 presentations	 to	 healthcare	 services	 in	 the	 preceding	 three	
months	(Joseph,	2020).	
		
Presentations	 with	 CPP	 are	 also	 frequent	 in	 the	 private	 healthcare	 sector.	 Data	 from	
















pelvic	 pain	 and	 endometriosis	 has	 driven	 the	 development	 of	 the	 Australian	
National Action Plan	for Endometriosis,	and	publications	such	as	The	$6	Billion	Woman	and	
the	 $600	 Million	 Girl	 (Bush	 &	 Evans,	 2011)	 and	 the	 recently	 released	 Diagnosis	 and	
Management	 of	 Endometriosis	 in	 New	 Zealand	 (Ministry	 of	 Health,	 2020).	 Delivering	 high	
quality	 evidence-based	 care	 is,	 however,	 hampered	 by	multiple	 factors.	 There	 is	 a	 lack	 of	
consistent	 definition,	 disparate	 estimates	 of	 prevalence,	 lack	 of	 clarity	 about	
pathophysiology	and	natural	history	of	the	condition,	and	no	standardisation	of	outcomes.		
	
Despite	 the	 increasing	 recognition	 of	 the	 health	 burden	 from	 CPP	 the	 literature	 base	 is	
smaller	 than	 found	 in	 review	 of	 conditions	 with	 similar	 incidence	 (Zondervan	 &	 Barlow,	
2000).	 Furthermore,	 in	 both	 clinical	 care	 and	 research,	 patient	 outcomes	 are	 often	 firmly	
fixed	 within	 a	 biomedical	 framework;	 focusing	 purely	 on	 end-organ	 or	 lesion-based	



















proportion	 of	 this	 burden	 is	 from	 CPP,	 with	 49%	 of	 respondents	 having	 abdominopelvic	
pain	and	 27%	 reporting	 they	 believed	 endometriosis	was	 the	 cause	 for	 their	 chronic	 pain	
(Swain	&	 Johnson,	2014).		 A	 random	 sample	 survey	 of	 1,160	 women	 from	 the	 2001	 New	






or,	 in	 the	 case	 of	 recurring	 pain,	 at	 least	 moderate	 in	 the	 last	 year.	 Dysmenorrhea	 was	
reported	 by	 46%,	 Dyspareunia	 by	 12%	 and	 other	 pelvic	 pain	 by	 17%	 of	 these	 women	
(Righarts	et	al.,	2018).	
		













The	International	 Association	 for	 the	 study	 of	 Pain	 (IASP;	 2017)	 defines	 pain	 as	 “an	
unpleasant	 sensory	 and	 emotional	 experience	 associated	 with	 actual	 or	 potential	 tissue	
damage,	or	described	 in	 terms	of	 such	damage”.	 In	practice	however,	 the	 focus	of	 clinical	
management	of	CPP	remains	almost	entirely	on	attempting	to	locate	and	remediate	an	end-
organ	 tissue	 damage.	 The	 perceived	 primacy	 of	 structural	 pathology,	 on	 which	 this	
management	 is	 based,	 privileges	 objective	 pathology	 over	 the	 patients’	 experience.	 It	
focuses	on	reduction	in	visible	pathology	or	pain	severity,	neither	of	which	have	been	shown	
to	 consistently	 predict	 improvement	 in	 health-related	 quality	 of	 life	 (HRQoL;	 Cagnacci	 et	
al.	2019).		
		
Current	 management	 of	 CPP	 usually	 comprises	 of	 analgesia,	 hormonal	 manipulation	 or	
surgical	procedures	despite	the	weak	evidence	base	for	these	(Vercelini	et	al.,	2018,	Horne	
et	al.,	2019).	Success	rates,	even	when	managed	in	a	specialist	CPP	service,	are	disappointing	
with	 the	 majority	 of	 women	 still	 experiencing	 problematic	 pain	 at	 follow	 up	 (Lamvu	et	
al.,	2006;	Weijenborg	et	al.,	2009).	
		
Although	non-steroidal	 anti-inflammatory	 drugs	 are	 often	 recommended	 as	 first	 line	






Secondary	 analgesics	 are	 often	 trialled	 for	 women	 with	 CPP	 or	 endometriosis	 associated	
pain	 (EAP).	 The	 evidence	 for	 efficacy	 of	 gabapentinoids	 in	 a	 small	 number	 of	 neuropathic	
pain	 conditions	 is	 often	 extrapolated	 to	 a	multitude	 of	 chronic	 pain	 conditions;	 however,	
there	 is	 increasing	 recognition	 of	 the	 ineffectiveness	 (Shanthanna	et	 al.,	 2017)	 and	 risks	
(Molero	et	 al.,	2019)	 of	 this	 approach.	 The	 research	 into	 their	 use	 in	 CPP	 is	 very	 limited.	

















Even	 when	 endometriosis	 is	 found,	 current	 staging	 tools	that	document	 the	 volume	 and	
location	of	 lesions	do	not	correlate	with	symptoms	experienced	or	quality	of	 life	 (Souza	et	
al.,	2011).	 Further,	 20-25%	 of	 women	 with	 surgically	 identified	 lesions	 are	 asymptomatic	






A	 number	 of	 hormonal	 agents	 have	 been	 shown	 to	 be	 superior	 to	 placebo	 for	 reducing	
endometriosis	 associated	 pain;	 however,	 many	 carry	 significant	 side-effects,	 require	 long	
term	use,	and	are	unsuitable	in	those	trying	for	pregnancy	(Cheong	et	al.,	2014).		
		
Surgery	 is	 often	 seen	 as	 the	 mainstay	 of	 endometriosis	 management.	 This	 approach	 has	
been	 extrapolated	 from	 oncological	 practice	 of	 disease	 reduction	 despite	 the	 lack	 of	
correlation	 between	 lesion	 status	 and	 prognosis,	 in	 direct	 contrast	 to	 malignancy;	 or	
evidence	of	lesion	progression	in	the	untreated.		
		
A	 2014	 patient	 poll	 by	 Endometriosis	 NZ	 demonstrated	 the	 large	 number	 of	 surgical	






for	 EAP,	 with	 a	 combined	 total	 of	 131	 women.	 These	 studies	 recruited	 heterogeneous	
participants,	were	underpowered,	 of	 short	 term	 follow	up	duration,	 demonstrated	 sizable	
placebo	 responses	 and	 outcome	 measures	 did	 not	 meet	 the	 Initiative	 on	 Methods,	
Measurement,	 and	 Pain	 Assessment	 in	 Clinical	 Trials	 (IMMPACT;	 Dworkin	 et	 al.,	 2005)	










48%	of	 the	 sham	group	 reported	 improvement.	A	decade	 later	 the	 frequently	quoted	but	









is	a	possibility	 that	benefits	of	 such	surgery	may	not	 last	 (Jonas	et	al.,	2019).		A	 long-term	
follow	up	of	 spinal	 surgical	 procedures	 for	 lumbar-radicular	 pain	 showed	 that	while	 those	
receiving	surgical	intervention	had	better	outcomes	in	the	short	term,	after	four	years	there	
was	no	difference	in	outcomes	compared	to	non-operative	management	(Oster	et	al.,	2019).	





planned	 in	 Britain	 to	 establish	 whether	 surgical	 removal	 of	 peritoneal	 endometriosis	























or	 “mechanic”	 (Young	et	 al.,	2017).	 When	 deciding	 between	 surgical	 and	 non-operative	
management	gynaecologists	focus	on	the	likelihood	of	finding	pelvic	pathology	rather	than	

















In	 common	 with	 other	 groups	 with	 chronic	 pain,	 those	 with	 CPP	 experience	 a	 higher	
incidence	of	anxiety	and	depression	than	the	general	population;	with	rates	reported	over	
50%	 (Pope	 et	 al.,	 2015).	 Those	 with	 coexisting	 mood	 disorders	 and	 chronic	 pain	 report	
greater	 functional	 limitations,	 impact	 on	 quality	 of	 life,	 more	 severe	 pain	 intensity	 and	
poorer	responses	to	treatment	(Till	et	al.,	2019).		
	
An	 ideal	 CPP	 service	 has	 been	 recommended	 as	 being	 able	 to	 address	 these	 impacts,	
including	providing:	quality	time	spent	with	the	patient	to	receive	legitimisation	of	their	pain	




Despite	 these	 recommendations,	and	evidence	of	 the	demand	 from	women	with	CPP,	 the	























David	 Clark	 has	 identified	 Canterbury	DHB	 as	 having	 the	 largest	 deficit	 of	 any	DHB	 in	 the	





Women	 experiencing	 pelvic	 pain	 rarely	 have	 pain	 confined	 to	 the	 pelvis	 as	 their	 only	
symptom.	 In	common	with	other	chronic	pain	conditions	co-morbidities	are	very	common.	
These	 include	 migraine,	 irritable	 bowel	 syndrome,	 widespread	 pain	 syndromes,	 chronic	
fatigue,	anxiety	and	depression	(Butrick,	2003;	Maixner	et	al.,	2016;	Kutch	et	al.,	2017;	Evans	






brain	 involved	 in	 the	 descending	 pain	 modulatory	 pathways,	 have	 been	 demonstrated.	














highly	 neuroplastic	 adolescent	 nervous	 system,	 leads	 to	 the	 development	 of	 central	
sensitisation3	 (Hardi	 et	 al.,	 2014).	 Evidence	 for	 central	 sensitisation	 being	 a	 factor	 in	 CPP	
includes	lowering	in	experimental	pain	thresholds	in	women	with	dysmenorrhea,	even	when	





Research	 into	 the	 mechanisms	 of	 CPP	 is	 ongoing,	 with	 current	 evidence	 suggesting	 a	
complex	interchange	between	peripheral	pathology	and	CNS,	 influenced	by	and	affecting	a	
wide	range	of	psychosocial	domains.	
Despite	 the	 increasing	 recognition	 of	 this	 complexity,	 chronic	 pain	 mechanisms	 are	 not	
taught	 well	 at	 medical	 school	 (Shipton	et	 al.,	 2018)	 nor	 are	 they	 often	 considered	 by	












In	 contrast	 to	 the	 failure	of	 lesion-focused	 approaches	 to	predict	 symptoms,	 outcomes	or	
prognosis,	psychosocial	factors	have	shown	a	clear	prognostic	value.		
	
Psychosocial	 factors	 are	 those	 contributors	 to	 pain	 and	 quality	 of	 life	 beyond	 purely	
nociceptive	 inputs.	 These	 can	 include	 cognitive,	 emotional,	 behavioural	 and	 social	 factors	





demographics,	 pain	 intensity,	 diagnosis	 of	 pelvic	 pathology	 nor	 biomedical	 interventions	
(Weijeborg	et	al.,	2009).		
Conversely,	 pain	 cognitions	 are	 independently	 associated	with	HRQoL	 in	women	with	CPP	





Pain	 catastrophising	 or	 catastrophic-worry,	 characterised	 by	 rumination	 on	 painful	
experiences,	expectation	of	negative	outcomes,	and	feelings	of	helplessness	(Sullivan	et	al.,	
1990),	 is	 strongly	 correlated	 to	 poor	 outcomes	 in	 those	 with	 CPP,	 including	 greater	 pain	










than	 found	 in	 other	 pain	 type	 samples	 (Bryant	 et	 al.,	 2016).	 An	 audit	 of	 the	 CWH	
gynaecology	clinic	found	a	strikingly	high	level	of	catastrophic	worry	about	pain	amongst	the	










In	 contrast	 to	 the	 primary	 teaching	 in	 medical	 training	 that	 is	 grounded	 in	 a	 biomedical	




and	 validate	 patient	 experiences.	 This	 approach	 has	 proven	 unsuccessful	 in	 chronic	 pain,	






‘sociopsychobiomedical’	 one,	 in	 recognition	 of	 the	 greater	 importance	 of	 ‘top-down’	 than	
‘bottom-up’	contributors	to	suffering	(Carr	&	Bradshaw,	2014).			
			
The	WHO	 classification	 of	 functioning	 disability	 and	 health	 (1980)	 focused	 on	 domains	 of	




Despite	 increasing	 recognition	 of	 the	 need	 for	 such	 an	 approach	 in	 the	 management	 of	
musculoskeletal	chronic	pain	syndromes,	the	continuing	primary	focus	in	both	research	and	










for	 the	 efficacy	 than	 for	 any	 surgical	 procedures	 or	 conventional	 medical	 treatment	 for	
chronic	pain”	(Okifuji	et	al.,	1999	p94).	MDT	pain	services	have	been	shown	to	reduce:	pain	
																																																						








function,	 psychological	 well-being,	 quality	 of	 sleep	 and	 return	 to	 work	(Flor	et	 al.,	 1992;	
Turk	&	Okifuji,	1998;		Kamper	et	al.,	2014).		
	
Meta-analysis	 of	 65	 studies	 with	 a	 follow-up	 range	 of	 1-31	 weeks	 concluded:	 “Overall...	
multidisciplinary	pain	clinics	are	efficacious.	Even	at	 long-term	follow	up,	patients	who	are	
treated	in	such	a	setting	are	functioning	better	than	75%	a	sample	that	is	either	untreated	or	





outline	 the	 core	 components	 of	 a	 pain	management	programme	 to	 include,	 education	on	
pain	 physiology	 and	 general	 health,	 and	Cognitive	Behavioural	 Therapy	 (CBT)	 components	
such	 as:	 identifying	 and	 changing	 unhelpful	 beliefs	 and	 ways	 of	 thinking,	 guided	 physical	




to-face	 or	 via	 internet	 delivery,	 resulted	 in	 improvements	 in	 overall	 functioning	 and	
psychological	wellbeing	for	those	with	a	range	of	chronic	pain	conditions	(de	C	Williams	et	
al.,	2012,	Eccleston	et	al.,	2014).	 	Physical	exercise	can	 improve	pain	severity,	mood,	sleep,	






A	 systematic	 review	 of	 Pain	 Neuroscience	 Education5	 (PNE)	 reported	 evidence	 for	
improvements	 in	 pain	 scores,	 physical	 movement,	 pain	 perception,	 disability,	
and	catastrophisation	in	patients	with	chronic	musculoskeletal	pain	(Louw	et	al.,	2011).			









pain	 conditions	 and	 individuals	 living	 with	 chronic	 pain,	 challenges	 with	 placebo	 control	
blinding	 and	 difficulty	 establishing	 which	 components	 are	 beneficial	 and	 their	 minimum	





pain	 (Jarrell	 et	 al	 2005b;	 Moore	 &	 Kennedy	2012;	Engler	 et	 al.,	 2018).	 The	 Pelvic	 Pain	
Pathway	devised	by	The	British	Pain	 Society	 states	 that	 “when	pain	management	 remains	
problematic	 following	 standard	 management	 then	 a	 multispecialty	 assessment	 and	 an	
interdisciplinary	approach	 is	required”	(Baranowski	et	al	2014).	This	 is	echoed	by	the	other	















Over	 thirty	 years	 ago,	 Kames	 et	 al.	 (1990)	 reported	 that	 compared	with	waitlist	 controls,	
women	with	 CPP	who	 completed	 a	 6-8	week	multidisciplinary	 treatment	 plan	 reported:	 a	
reduction	 in	 pain	 intensity,	 improvement	 in	 HRQoL,	 decreased	 anxiety	 and	 depression,	
increased	 social	 activity	 and	 return	 to	 work.	 The	 therapies	 used	 were	 tailored	 to	 each	
participant	 and	 included	 medications	 as	 appropriate,	 the	 elimination	 of	 narcotics,	
acupuncture,	 and	 psychological	 therapy	 (stress	 management,	 relaxation,	 sex	 education,	
pacing	and	grading	up,	CBT).		
		
A	 year	 later,	 Peters	 et	 al	 (1991)	 demonstrated	 that	 an	 integrated	 approach	 to	 CPP	 gave	
superior	 outcomes	 to	 usual	management.	 In	 the	 integrated	 group	 somatic,	 psychological,	
dietary,	 environmental	 and	 physiotherapeutic	 factors	 were	 given	 equal	 attention.	
Laparoscopy	was	only	performed	if	indicated,	which	was	only	required	in	10%	of	the	women.	
This	 was	 in	 contrast	 to	 the	 standard	 care	 group	 in	 which	 diagnostic	 laparoscopy	 was	
routinely	 performed	 and	 biomedical	 approaches	 were	 exhausted	 before	 other	 aspects	
reviewed.	At	one	year	the	standard	approach	group	reported	improvement	in	‘general	pain	
experience’	 in	 41%,	 in	 ‘disturbance	 of	 daily	 activity’	 by	 37%	 of	 the	 women	 and	 fewer	
associated	 symptoms	 in	 27%.	 This	 compared	 with	 75%,	 68%	 and	 75%	 in	 the	 integrated	
approach	group.		
		
In	 the	same	year	Reiter	et	al	 (1991)	published	a	 retrospective	audit	showing	a	drop	 in	 the	






comparison	of	pain	or	quality	of	 life	outcomes	between	these	groups,	 results	 suggest	 that	
MDT	input	for	CPP	could	reduce	requirement	for	surgical	intervention	for	some	women.	
	
The	 addition	 of	 the	 mind-body	 technique	 Mensendieck	therapy6	 for	 three	 months,	 to	
routine	care	for	women	with	CPP	produced	reduction	in	mean	pain	scores	with	more	than	








All	 of	the	 above	 papers	 describe	 integrated	 management	 plans	 incorporating	 biomedical,	
psychosocial	 and	 functional	 components;	 however,	 the	 content	 and	 order	 of	 each	
component	delivered	was	highly	variable.	Kames	et	al	(1990)	comment	that	clinically	it	was	
noted	 that	 when	 somatic	 or	 psychological	 treatments	 were	 begun	 first	 rather	 than	



















improvements	 in	 pain,	 dyspareunia,	 anxiety	 and	 sexual	 function;	 and	 improved	 pain,	
dyschezia	and	quality	of	life	in	women	with	endometriosis	(Till	et	al.,	2019).		
		
Two	 recent	 RCTs	 have	 shown	 improvement	 in	 dysmenorrhea	 with	 a	 supervised	 exercise	
programme	(Azima	et	al.,	2015;	Ortiz	et	al.,	2015)			
A	recent	Australian	survey	(Armour	et	al.,	2019)	demonstrated	that	Yoga7	is	reported	to	be	




A	 number	 of	 behavioural	 interventions	 have	 been	 investigated	 in	 the	 management	 of	
dysmenorrhea,	 including	 relaxation,	 biofeedback	 and	 coping	 skills.	 A	 systematic	 review	









Dietary	 manipulation	 including	 the	 use	 of	 a	 FODMAP	 diet	 has	 supportive	 evidence	 for	




A	number	of	 behavioural	 interventions	 including	 graded	exposure	 techniques	have	 shown	
reduced	pain	and	related	anxiety	(Edwards	et	al	2019).	
	






from	 clinician	 to	 patient.	 Alternative	 models,	 however,	 such	 as	 group	 medical	 visits	 are	
increasingly	 being	 used	 for	 a	 number	 of	 chronic	 health	 conditions.	 This	 model	 has	 been	
shown	 to	 have	 a	 range	 of	 benefits	 including	 delivering	 healthcare	 and	 education	
concurrently,	 encouraging	 behaviour	 change	 towards	self-management,	 peer	 support,	
improved	 access	 to	 healthcare	 providers	 and	 is	 less	 costly	 than	 routine	 care	 (Chao	 et	 al.,	
2012).		
		
Experiences	 in	 other	 settings	 suggest	 that	 adopting	 a	 group	 model	 of	 care	 could	 be	
successful	and	acceptable	for	women	with	pelvic	pain.		
Group	 delivery	 of	 antenatal	 education	 and	 support	 has	 been	 common	 for	 decades,	 and	







the	 benefits	 of	 normalising	 pain	 experiences,	 allowing	 opportunities	 to	 draw	 on	 the	
experiences	of	other	participants	and	providing	social	situations	for	rehearsing	behavioural	
change.	 Group	 programmes	 also	 allow	 delivery	 for	 lower	 clinician	 resource	 and	 cost	 per	
participant	than	individual	PMPs	(Agency	for	Clinical	Innovation,	2013;	Price	et	al.,	2013).	In	




While	women	with	pelvic	 pain	 are	not	 excluded	 from	attending	 a	mixed	pain	 group	PMP,	
data	 from	British	pain	clinics	 show	that	despite	similar	pain	 related	disability	 to	 the	whole	
cohort,	the	subgroup	of	women	with	CPP	had	poorer	outcomes	(Stones	&	Price,	2002).	
It	 has	 been	 suggested	 this	 may	 be	 owing	 to	 their	 specific	 requirements	 being	 different:	
women	with	CPP	 identifying	goals	 related	 to	 intimate	 relationships,	parenting,	pacing,	and	
establishing	 routines,	 in	 contrast	 to	 a	 mixed	 pain	 cohort	 who	 prioritised	 general	 activity,	
walking	 and	 personal	 care	 (Twiddy	et	 al.,	2015)	 and	 that	 group	 activities	 can	 be	 difficult	
when	participation	 requires	participants	 to	 speak	of	 intimate	and	embarrassing	 symptoms	
(Price	et	al.,	2013).		
		
There	 is	 evidence	 supporting	 the	 acceptability	 of	 delivering	 a	 group	 PMP	 specifically	 for	
those	with	pelvic	pain.	A	physiotherapy	led	group	education	programme	in	Sydney,	Australia	
has	 confirmed	 this	 to	 be	 an	 acceptable	 and	 relatively	 low-cost	method	 for	 disseminating	
Pain	 Neuroscience	 Education.	 The	 group	 format	 also	 provided	 an	 opportunity	 for	 those	
attending	to	meet	and	discuss	with	others	with	CPP	(James	et	al	2019).		
Yoga	 instruction	 is	 often	 delivered	 in	 a	 group	 setting.	 Six	 to	 eight-week	 small	 group	 yoga	




and	a	 reduction	 in	pain	 intensity	of	>30%	at	 the	end	of	 treatment,	 sustained	 to	12	weeks	
(Goncalves	et	al.,	2017;	Huang	et	al.,	2017).		
In	an	RCT	of	97	women	with	vestibulodynia,	group	CBT	showed	superiority	to	topical	steroid	
in	 pain	 reduction,	 pain	 catastrophising,	 patient	 satisfaction	 and	 function	 (Bergeron	 et	
al.,	2016).	
Albert	(1999)	described	a	physiotherapy	led	group	PMP	for	women	with	CPP	in	Denmark,	in	
which	 ten	 weekly	 sessions	 of	 2.5	 hours	 containing	 cognitive	 and	 operant	 behavioural	
techniques	 were	 used	 alongside	 a	 physical	 programme.	 Following	 the	programme	the	
average	pain	score,	analgesic	use	and	hospital	admissions	were	all	reduced.		




(10-14	women)	and	 two	hours	of	 individual	appointments	 integrating	psychological,	pelvic	
floor	 physiotherapy,	 and	 gynaecological	 management	 -	 showed	 reductions	 in	 significant	
improvements	in	dyspareunia	and	distress	related	to	sex	(Lester	et	al.,	2015)		
Twiddy	et	al.	(2015)	described	the	initial	outcomes	of	a	CBT	based	MDT	PMP	consisting	of	40	
hours	 of	 group	 intervention	 for	 nine	 women	 with	 CPP.	 All	 participants	 showed	 clinically	
significant	 improvements	 in	 psychological	 and	 physical	 outcome	 measures	 such	 as	 pain	
related	distress,	mood,	restrictions	on	daily	living	and	self-efficacy.		
	









In	 common	with	 other	 regions	 the	 local	 CDHB	 catchment	 area	 population	 includes	 a	 high	





Development	of	more	appropriate	 services	 is	hampered	by	 lack	of	 solid	evidence	base.	As	
explored	previously	there	is	a	dearth	of	research	into	CPP	and	of	what	is	available	originates	







Conversely,	 there	 is	 growing	 evidence	 base	 that	MDT	 group	 PMP	 approaches	 successfully	
applied	to	other	chronic	pain	conditions	in	NZ	may	have	the	potential	to	meet	a	number	of	

































ethics	approval	 was	 obtained	from	 Health	 and	 Disability	 Ethics	 Committee	 (HDEC);.	
Study	approval	 was	 obtained	 from	 the	Komiti	Whakarite	and	locality	authorisation	 from	
the	CDHB.			

















































Christchurch	 Women’s	 Hospital	 (CWH)	 provides	 secondary	 gynaecological	 services	 to	 a	
catchment	 of	 approximately	 400,	 000	 across	 North	 and	 Central	 Canterbury,	 as	 well	 as	
tertiary	services	for	the	South	Island	of	New	Zealand.	Potential	candidates	were	referred	by	
clinicians	 in	 the	 CWH	 gynaecology	 outpatient	 clinic.	 A	 staff	 information	 session	 about	 the	
project	 and	 inclusion	 and	 exclusion	 criteria	 was	delivered	 to	these	 clinicians.	 This	 was	
reinforced	by	posters	displayed	in	the	clinic	office.	A	dedicated	email	address	that	could	be	




Participants	 in	 this	 study	were	21	women	aged	over	18	years	of	age	who	were	 resident	 in	
the	Canterbury	DHB	catchment	area	at	the	time	of	referral.				
	
In	 total,	 52	 referrals	 received	 from	 CWH	 clinicians	 met	 inclusion	 criteria.	 These	 referrals	
were	 screened	 for	 suitability	 by	 two	 clinicians.	 Prospective	 applicants	 were	 initially	
contacted	via	telephone	and	then	provided	with	written	information	via	email	and	invited	to	
attend	an	 information	 session.	Of	 the	52	 referrals,	 24	of	 these	 took	up	 the	 invitation	 and	
attended	 the	 information	 session.	 	 All	 who	 attended	 the	 session	 signed	consent	 to	
participate	in	the	programme.		
In	total	22	of	the	24	participants	who	signed	consent	to	participate	began	the	programme,	
with	 one	 participant	 unable	 to	 arrange	 suitable	 childcare	 and	 another	 who	 experienced	









session	as	 timetabled.	 Four	participants	missed	 some	 sessions	due	 to	unrelated	 infectious	
illnesses.	 Two	 participants	 missed	 week	 5,	 one	 week	 4	 and	 another	 half	 of	 week	 6.	 No	
participant	missed	more	than	one	session	in	total.		
Those	 who	 missed	 sessions	 were	 provided	 with	 the	 worksheets	 and	 ‘homework’	 for	 the	


























Participants	 were	 allocated	 a	 unique	 study	 number	 on	 commencement	 in	 the	 study	 and	
their	data	de-identified	on	collection	by	a	research	nurse.	









Anonymous	 free	 text	 open	 and	 closed	 questions	 about	 participant	 experience	 and	





a	week,	 for	 six	weeks.	 Four	 consecutive	programmes	were	 completed,	with	between	 four	
and	six	participants	attending	each	programme.	
	
The	 team	 delivering	 the	 PMP	 consisted	 of	 a	 gynaecologist	 and	 pain	 medicine	 specialist,	





















report	 of	 the	 status	 of	 a	 patient’s	 health	 condition	 that	 comes	 directly	 from	 the	 patient,	
without	 interpretation	 of	 the	 patient’s	 response	 by	 a	 clinician	 or	 anyone	 else”.	 	 Patient	
reported	outcome	measures	 (PROMs)	are	described	as	“A	 tool	 that	has	been	designed	 for	
the	purpose	of	measuring	a	patient-reported	outcome”	(FDA	2009).		
The	use	of	PROMs	is	associated	with	higher	patient	satisfaction	than	clinical	outcomes	and	


















v. Symptoms	and	adverse	events	 (Passive	 capture	of	 spontaneously	 reported	adverse	
events	and	symptoms	and	use	of	open-ended	prompts)		














number	 of	 disease	 specific	 PROMs	 for	 endometriosis	 including	 the	 World	 Endometriosis	
Research	Foundation’s	very	lengthy	30	page	EPHect	Questionnaire,	(Miller	&	Johnson,	2017)	
and	the	Endometriosis	Health	Profile	Questionnaire	(Jones	et	al.,	2006)	were	reviewed	and	
not	 felt	 to	 be	 suitable	 as	 these	 have	 only	 been	 validated	 in	 those	 with	 confirmed	
endometriosis,	and	around	half	of	those	with	CPP	do	not	have	this	diagnosis.	
PROMs	 designed	 and	 validated	 for	 use	 in	 other	 chronic	 pain	 conditions	 are	 often	
extrapolated	for	used	in	a	wide	range	of	pain	syndromes	including	CPP.	
When	 selecting	 the	 PROMs	 for	 this	 study,	measures	 were	 chosen	 to	meet	 the	 IMMPACT	








The	 BPI	 is	 a	 set	 of	 two	 scales	 designed	 to	 measure	 the	 level	 of	 pain	 severity	 and	 pain	
interference	experienced	by	respondents.		
		
Overall	 pain	 severity	 is	 calculated	 by	 summing	 the	 average	 scores	 of	 four	 11	 point	 Likert	
scales	of	0	to	10,	where	0	=	‘No	pain’	and	10	=	‘Pain	as	bad	as	you	can	imagine’,	with	patients	
asked	 to	 rate	 their	 average,	worst	 and	 least	 pain	 over	 the	 last	week,	 and	 their	 pain	 right	
now.		
		
Overall	 Pain	 Interference	 is	 measured	 by	 averaging	 the	 scores	 of	 seven	 scales	on	 which	
patients	rate	the	degree	to	which	the	pain	 interferes	with	common	activities	of	daily	 living	
over	the	past	week:	general	activity,	mood,	walking	ability,	normal	work	 (both	outside	the	




The	 BPI	 is	 one	 of	 the	 most	 longstanding	 PROMs	 used	 in	 pain	 research	 having	 been	










The	 pain	 severity	 component	 meets	 the	 requirement	 for	 part	 (i)	 of	 the	 IMMPACT	
recommendations	and	the	interference	component	was	specifically	identified	as	one	of	two	






which	 is	 defined	 as	 the	 confidence	 an	 individual	 has	 to	 do	 an	 activity	 despite	 pain.			
In	 patients	 with	 chronic	 pain,	 this	 confidence	 has	 been	 correlated	 with	 the	 subsequent	
performance	of	those	activities	and	longer-term	disability	outcomes		(Nicholas,	2007).		
		
Patients	 rate	 their	agreement	with	 ten	 statements,	 such	as	 “I	 can	gradually	become	more	
active,	despite	the	pain”	on	a	scale	of	0	“not	at	all	confident”	to	6	“completely	confident.		




change.	 Higher	 scores	 are	 associated	 with	 working	 despite	 pain	 and	 lower	 scores	 with	








The	 PCS	 (1995)	 is	 one	 of	 the	most	 widely	 used	 tools	 for	measuring	 catastrophic	 thinking	







about	 whether	 the	 pain	 will	 end;	 and	 I	 become	 afraid	 that	 the	 pain	 may	 get	 worse.”		
























4.2.5 Other	measures	administered	to	participants	but	not	utilised	 in	 the	current	
Master’s:	
Depression	Anxiety	Stress	Scale	(DASS)	
The	 DASS-21	 is	 a	 set	 of	 three	 self-report	 scales	 designed	 to	 measure	 the	 symptoms	 of	
depression,	anxiety	and	stress	(Antony	et	al.,	1998),	addressing	the	emotional	functioning	of	
the	IMMPACT	 recommendations.	Owing	 to	 the	 large	 number	 of	 questions	 in	 the	 original	


























Consistent	 with	 the	 fear-avoidance	 model	 (Vlaeyen	 &	 Linton,	 2000)	 scores	 on	 the	 MSQ	
anxiety	 subscale	 indicating	 greater	 sexual	 anxiety	 are	 associated	 with	 engaging	 in	 fewer	















document	Pain	 Management	 Programs	 –	 Which	 Patient	 for	 Which	 Program?	 (2013)	
recommend	different	intensity	of	programmes	based	on	psychometric	scores	severity.		
Based	 on	 the	 audit	 of	 women	 attending	 Canterbury	 District	 Health	 Board	 (CDHB)	
gynaecology	outpatient	clinic,	where	the	mean	Pain	Catastrophising	score	was	29,	with	only	
23%	 falling	 <20,	 the	 majority	 of	these	women	 would	 not	 be	 suitable	 for	 a	 low	 intensity	
programme	(Joseph	&	Mills	2019).			
A	 medium	 intensity	 group	 pain	 management	 programme	 (PMP),	which	 would	 meet	 the	
requirements	of	many	of	the	women	identified	in	the	audit,	is	recommended	to	consist	of	24	
to	60	hours	over	4-6	weeks	involving	two	or	more	staff	in	addition	to	a	medical	practitioner.		
While	 some	PMPs	 include	 concurrent	 individual	 clinician	 input,	or	 ‘booster	 sessions’	 some	
months	after	completion,	the	addition	of	such	components	would	have	added	confounding	
factors	 to	 the	 outcomes	 therefore	were	 not	 included	 for	 this	 pilot.	 Further	 the	 pragmatic	
constraints	of	the	DHB	funding	and	availability	of	clinicians	mean	that	a	‘stand-alone’	PMP	of	







A	search	 for	 suitable	PMPs	 to	use	or	modify	was	undertaken	via	 the	 Internet	and	 through	




National	 Women’s	 Hospital	-	 A	description	 of	 a	 patient	 group	 education	was	 listed	 on	
the	Auckland	DHB	gynaecology	service	website	on	the	page	entitled	“pain	clinic”.			
The	clinic	was	contacted	to	establish	what	this	consisted	of	and	was	found	to	be	referring	to	
the	 ‘mixed-pain’	 education	 sessions	 provided	 by	 the	ADHB	pain	 clinic.	 As	 this	 was	
programme	was	not	specific	to	the	needs	of	pelvic	pain,	this	was	not	pursued	further.			




education	 programme	 has	 been	 running	 in	Canterbury	and	 the	students	awareness	 of	








group	 education	 and	 treatment	 programmes.	 While	 these	 programmes	 do	 provide	 pain	











including	 pain	 neuroscience	 education	 and	self-management	strategies,	based	 on	 the	
patient	pain	education	book	Explain	Pain.			
Published	 outcomes	 of	 25	 women	 showed	 a	 statistically	 significant	 improvement	 in	 pain	
knowledge	 on	 the	 Neurophysiology	 of	 Pain	 Questionnaire,	 which	 assesses	 patient	
conceptualization	of	the	mechanisms	that	underpin	their	pain.			

























appointments	 and	 treatments	 prior,	 or	 alongside,	 the	 programme	 if	 required.		
A	 number	 of	 poster	 presentations	 report	 superior	 outcomes	to	 their	 local	 mixed	 pain	
programmes	(Edwards	et	al.,	2013;	Edwards	et	al.,	2017).		
		
Following	email	 contact	with	 the	 clinic,	 a	 visit	was	arranged	 to	 spend	a	day	observing	 the	
programme.	This	visit	was	undertaken	in	March	2018	allowing:	observation	of	the	group	in	
progress,	 discussion	 with	 the	 programme	 psychologist	 and	 physiotherapist	 around	
challenges	 encountered	 in	 establishing	 the	 programme	 and	 review	 of	 a	 copy	 of	 the	
participant	handbook.	
		
Edinburgh	 EXPPECT:		Managing	 Persistent	 Pelvic	 Pain	 Group	 -	 NHS	 Lothian	 has	
the	Excellence	 in	 Pelvic	 Pain	 and	 Endometriosis	 Care	 and	 Treatment	 centre	 based	 in	 their	
gynaecology	service.		
Women	 accepted	 into	 this	 service	 are	 offered	 an	MDT	 assessment	 with	 a	 gynaecologist,	
psychologist	 and	 specialist	nurse.		 Treatment	 recommendations	 from	 this	 assessment	may	
include	 medication	 or	 surgery,	and	 referral	 to	 the	Managing	 persistent	 pain	 group.		
This	 group	 programme	 of	 up	 to	 12	 women	 is	facilitated	by	 a	 psychologist	 and	 is	 based	
around	 Acceptance	 and	 Commitment	 Therapy,	 and	 Compassion	Focussed	 Therapy.	






Following	 email	 contact	 with	 the	 clinic,	 a	 visit	 was	 arranged	to	 meet	 the	team	 in	 March	







the	 wider	 and	 established	 Pain	Management	 team	 within	 the	 CDHB.			
Individuals	with	both	experience	in	running	group	programmes	and	a	special	interest	in	CPP	
were	 invited	 to	 join	 the	 project	 team.	 In	 addition	 to	the	 clinicians	 from	 the	 Pain	
Management	 Centre,	 the	 MDT	 included	 two	 staff	 members	 from	 Christchurch	 Women’s	
Hospital	to	further	tailor	the	content	for	women	with	CPP.		
Cultural	 consultation	was	 undertaken	with	 the	 Kaiawhina	Whaea	 ngā	Pepi	 at	 Christchurch	
Women’s	Hospital,	who	also	was	available	for	any	participants	who	requested	her	support.		
		
The	content	of	 the	 local	mixed	pain	PMP,	and	 the	 international	guidelines	 it	 follows,	were	
reviewed	to	inform	the	global	structure	for	the	programme	(Agency	for	Clinical	Innovation,	










appropriate	 team	 members.	This	 content	 included:	 PowerPoint	 presentations,	printed	
resources	for	a	patient	handbook	and	‘homework	assignments’.	
	
Content	 was	 grounded	 in	 a	 Cognitive	 Behavioural	 model,	 and	 modules	 included:	 pain	
neuroscience	 education,	 gentle	 graded	 supervised	 exercise,	 relaxation,	 sleep	 and	 stress	
management,	 communication	 and	 problems	 solving,	 and	tailored	advice	specific	 to	 the	
identified	unmet	needs.		





Pain	Neuroscience	Education	(PNE)	was	delivered	 through	 the	 programme,	 progressively	
building	on	concepts	in	successive	weeks.	
Specific	 education	 about	 normal,	 and	 subsequently	 abnormal,	 pelvic	 anatomy	 and	






In	 preparation	 for	 the	 programme	 the	 Clinical	 Psychologist	 facilitating	 the	 sessions	on	the	
impact	of	CPP	on	relationships	and	sexual	function	undertook	specialist	training	certified	by	
the	American	Association	of	 Sex	 Educators	 and	 Sex	 Therapy	New	Zealand	 in	psychosexual	





A	 Women’s	 health	 physiotherapist	 delivered	 modules	 on	 techniques	 for	 managing	 pelvic	




3. Skills	 training	 in	adaptive	pain	 self-management	strategies	(e.g.	 exercise,	 activity	
pacing,	relaxation)	and	facilitating	generalisability	to	the	usual	environment	
Pain	management	physiotherapy	 sessions	were	 designed	 to	deliver	 practical	 pacing	and	
grading	 education,	 as	 well	 as	 	 	with	 in-situ	 practice	 and	 problem	 solving	 around	 group	
provided	examples. 
Each	 week	 the	 participants	 undertook	 a	 supervised	 exercise	 circuit	 and	 yoga	 based	







Whilst	 the	 content	 of	 each	 session	 was	manualised,	 the	module	 content	 was	 planned	 to	
allow	time	for	discussion	as	directed	by	participant	questions. 
Ground	 rules	 were	 developed	 by	 the	 group	 participants	 at	 the	 introductory	 session,	






All	 modules	 were	 delivered	 by	 two	members	 of	 the	MDT,	 allowing	 for	 discussions	 to	 be	
moderated	 by	 the	 team	 member	 running	 the	 session	 with	 the	 second	 team	 member	
assisting	to	ensure	safety	of	participants	and	team	members. 
In	 order	 to	 empower	 participants	 to	 ask	 questions	 on	 sensitive	 topics	 despite	 the	 group	













about	 the	programme	and	a	one-hour	 in	person	group	 information	session	reiterating	 this	
information	 and	 providing	 participants	 with	 the	 opportunity	 to	 ask	 questions.		























Scale	 reliability	 was	 assessed	 by	 calculating	 Cronbach’s	 alphas	 for	 all	 scales	 at	 each	
assessment	 time	point.	Values	 less	 than	 .70	 fall	 below	 the	 cut-off	 recommended	 for	 scale	
reliability	when	conducting	research.	Pallant	(2007)	recommends	reporting	the	mean	inter-
item	 correlation	 for	 scales	where	 the	 alpha	 falls	 below	 the	 recommended	minimum,	 and	
cites	Briggs	&	Check	(1986,	as	cited	in	Pallant,	2007)	who	recommend	inter-item	correlations	




procedures	 for	 scoring	 missing	 data	 as	 per	 the	 manual	 for	 each	 measure.	 Data	 were	
available	for	16	participants	for	each	of	the	three	assessment	time	points.	Four	participants	
did	 not	 complete	 data	 at	 the	 three-month	 time	 point	 and	 one	 participant’s	 data	 were	
considered	 invalid.	 These	 five	 participants’	 data	 were,	 therefore,	 removed	 from	 the	 final	
analysis.		
Clinical	significance	




























	 	 	 Mean	 SD	 Mean	 SD	 Mean	 SD	
Severity	 .77	-	.91	 4	 5.48	 1.44	 4.67	 1.36	 3.23	 1.25	





At	 T1	 31.25%	 (5/16)	 of	 participants	 reported	 a	 total	 pain	 severity	 score	 within	 the	 mild	
range,	 56.25%	 (9/16)	 within	 the	 moderate	 pain	 severity	 range,	 and	 12.5%	 (2/16)	 in	 the	
severe	pain	range.	By	comparison,	at	T3	87.5%	(14/16)	of	patients	fell	within	the	mild	range,	
with	only	6.25%	 (1/16)	 falling	 into	each	of	 the	moderate	 to	 severe	 ranges.	Change	on	 the	
pain	severity	score	is	measured	by	percentage	change,	with	an	improvement	of	10%	or	more	
indicating	minimally	important	change,	30%	or	more	indicate	moderately	important	change,	
and	50%	or	more	 suggestive	of	 substantial	 clinically	 important	 change.	Percentage	change	
from	 T1	 to	 T3	 demonstrated	 substantial	 clinically	 important	 change	 for	 25%	 (4/16)	 of	


























over	 the	 average	 of	 the	 seven	 interference	 items	 suggesting	 clinically	 significant	 change	



























assessment	 timepoints	 (see	 table	 2).	 Internal	 consistency	 scores	 for	 the	 Magnification	
subscale	fell	below	the	recommended	range	for	research	at	T2	and	T3,	likely	due	to	the	small	

































	 	 	 Mean	 SD	 Mean	 SD	 Mean	 SD	
Total	Score	 .89-.92	 13	 24.88	 11.6	 13.06	 8.02	 9.5	 5.74	
Rumination	 .85-.89	 4	 7.62	 4.27	 4.75	 3.29	 2.94	 2.46	
Magnification	
.83-.54*	 3	 6.00	 3.18	 2.87	 1.74	 2.5	 1.67	






range,	 25%	 (4/16)	within	 the	moderate	 pain	 catastrophising	 range,	 and	 31%	 (5/16)	 in	 the	
mild	 pain	 catastrophising	 range.	 By	 comparison,	 at	 T2	 and	 T3	 no	 participants	 had	 scores	
within	 the	 severe	pain	 catastrophising	 range.	Clinically	 significant	 change	 is	 indicated	by	a	
six-point	score	change	combined	with	movement	to	a	different	severity	category	(Australian	
Health	Services	Research	Institute,	2019).	Ten	participants	demonstrated	clinically	significant	

























At	 T1	 69%	 (11/16)	 of	 participants	 fell	 within	 the	 clinically	 significant	 range	 on	 the	
Magnification	subscale	compared	with	25%	(4/16)	at	T2	and	no	participants	at	T3.	
Helplessness	
At	 T1	 37.5%	 (6/16)	 of	 participants	 fell	 within	 the	 clinically	 significant	 range	 on	 the	
Helplessness	subscale	compared	with	only	one	participant	at	both	T2	and	T3.	The	participant	
within	 the	 clinically	 significant	 range	 at	 both	 T2	 and	 T3	 was	 the	 same	 participant,	 who	







































	 	 	 Mean	 SD	 Mean	 SD	 Mean	 SD	







mild	 range.	No	 participants	 fell	within	 the	 severe	 range	 and	 only	 12.5%	 (2/16)	within	 the	
moderate	range.			
At	 T3,	 62.5%	 (10/16)	 fell	 within	 the	 normal	 range	 and	 31.25%	 (5/16)	 fell	 within	 the	mild	
range.	No	participants	 fell	within	 the	moderate	range	but	one	endorsed	ratings	within	 the	
severe	range.			
Clinically	 significant	 change	 is	 indicated	where	 there	 is	 a	 change	 of	 seven	 or	more	 points	
coupled	with	a	move	to	a	different	level	of	impairment	(Australian	Health	Services	Research	
Institute,	 2019).	 Seven	 participants	 demonstrated	 clinically	 significant	 improvement	 at	 T2	
compared	 with	 T1,	 and	 one	 patient	 demonstrated	 clinically	 significant	 worsening	 moving	
from	the	mild	to	moderate	range;	however,	fell	within	the	mild	range	at	T3.	
At	T3	ten	participants	demonstrated	clinically	significant	improvement	when	compared	with	















































































































Although	 change	 in	 pain	 intensity	 is	 reported	 as	 a	 primary	 outcome	 in	many	 intervention	
studies	and	commonly	used	 clinically	 to	 report	outcomes,	 it	 does	 not	 necessarily	 correlate	












BPI.	 As	 discussed	 above,	 improvements	 in	 pain	 interference	 are	more	 strongly	 correlated	
than	pain	intensity,	with	reductions	in	pain	related	disability	(Tan	et	al.,	2004).		
	
More	 than	 eighty	 percent	 of	 the	 women	reported	 a	 clinically	 significant	 reduction	

















PCS	 within	 the	 moderate	 or	 severe	 range.	 Following	 the	 intervention,	 the	 majority	 of	
participants	demonstrated	clinically	significant	improvements	at	both	follow-up	assessment	
time	points	when	compared	to	their	scores	prior	to	the	PMP.	Only	one	participant	remained	
















with	 increased	 pain	 severity,	 persisting	 pain	 following	 surgery	 for	 endometriosis,	 greater	
menstrual	pain,	increased	distress	and	lower	quality	of	life	(Lamvu	et	al.,	2006;	Weijenborg	
et	 al.,	 2009;	 Martin	 et	 al.,	 2011;	 Yosef	 et	 al.,	 2016;	 Allaire	 et	 al.,	 2018).	 Following	
interventions	 to	 treat	 CPP	 a	 reduction	 in	 catastrophic	 worry	 has	 been	 associated	 with	
greater	reduction	in	pain	intensity	and	improved	quality	of	life	(Allaire	et	al.,	2018).		
	
The	 ‘hidden’	 and	 taboo	 nature	 of	 pelvic	 pain	 may	 lead	 many	 women	 to	 feel	 a	 lack	 of	
understanding	 and	 control	 over	 their	 experiences,	 increasing	 catastrophic	




The	majority	 of	 adolescents	 attending	 school	 based	menstrual	 education	 in	 New	 Zealand	
reported	never	having	heard	of	endometriosis	prior	 to	 the	session	 (Bush	et	al.,	2017).	The	
authors,	 however,	 did	 not	 explore	 whether	 the	 increase	 in	 awareness	 of	 the	 disease	
following	 the	 education	 programme	 included	 understanding	 and	 empowerment,	 or	
conversely	catastrophic	worry	and	helplessness.	
	
As	 education	 alone	 has	 not	 consistently	 shown	 improved	 outcomes	 in	 persisting	 pain	
(Traeger	et	al.,	2019)	interventions	which	only	address	this	lack	of	knowledge	may	not	bring	
any	 functional	 benefit.	 The	 education	 component	 in	 the	 PMP	 described	 in	 this	 study	was	
delivered	alongside	experiential	exposure	to	active	management	strategies,	which	may	have	








published	 international	 literature	 and	 also	 higher	 than	 in	women	referred	 to	 the	 local	
tertiary	level	pain	management	centre	(Joseph	&	Mills,	2019).		
Given	 the	 association	 between	 pain	 catastrophising	 and	 poor	 outcomes	 this	 high	 level	 of	
pain	catastrophising	was	identified	as	an	unmet	need	and	potentially	key	modifiable	factor	
to	target	with	the	PMP	to	 improve	pain-related	disability.	During	development	of	the	PMP	
specific	 content	 targeted	 to	 addressing	 misunderstanding,	 catastrophic	 worry	 and	
maladaptive	 coping	 behaviours	 was	 included.	 	 Psychology	 sessions	 grounded	 in	 Cognitive	
Behavioural	 Therapy	 (CBT)	 principles	 of	 identification	 of	 unhelpful	 thought	 patterns	 were	
reinforced	with	real	world	practice	as	‘homework	assignments’.	Alongside	pain	neuroscience	
education,	 information	 about	 normal	 and	 abnormal	 abdominal	 and	 pelvic	 anatomy	 and	
physiology	 was	 delivered.	 Common	 misconceptions	 were	 addressed	 with	 the	 aim	 of	
demystifying	the	participants’	experiences	and	sense	of	confusion	or	helplessness	from	their	
previously	 unexplained	 symptoms.	 While	 further	 research	 is	 required	 to	 understand	 the	
individual	 contribution	 that	 individual	 components	 of	 the	 PMP	 contributed	 to	 the	
improvement	 in	 catastrophic	worry	and	 the	possible	 related	benefits	 in	 reductions	 in	pain	
related	 disability	 that	 this	 may	 have,	 the	 finding	 that	 catastrophic	 worry	 was	 reduced	












At	 the	 commencement	of	 the	 intervention	 the	mean	 score	of	 the	 cohort	on	 the	PSEQ	 fell	
within	the	moderate	rage,	with	three	participants	 (18.75%)	scoring	 in	the	severe	range.	At	
three	months	following	the	programme	completion,	the	mean	PSEQ	for	the	group	fell	within	
the	minimal	 range;	with	93.75%	of	 the	respondents	scoring	 in	 the	mild	or	minimal	 ranges,	
most	demonstrating	clinically	significant	improvements	in	confidence	to	function	effectively	
despite	pain.	
A	 number	 of	 neurobiological	 and	 behavioural	mechanisms	 that	 could	 underlie	 the	 impact	
discussed	 above	 of	 catastrophic	 worry	 on	 outcomes	 in	 CPP	 have	 been	 explored,	 with	
evidence	 that	 self-efficacy	 may	 be	 a	 mediator.	 The	 fear	 avoidance	 model	 proposes	 that	
emotional	 and	 behavioural	 responses	 to	 pain	 can	 predispose	 to	 the	 development	 and	
maintenance	of	pain.	Individuals	who	display	confidence	to	undertake	activity	despite	pain,	
and	 use	 active	 coping	 strategies,	 are	more	 likely	 to	 recover	 than	 those	who	 demonstrate	
responses	 such	 as	 catastrophic	worry	 that	 lead	 to	 avoidance,	 escape	 and	 rest	 (Vlaeyen	&	
Linton,	 2000).	 While	 this	 model	 was	 developed	 for	 musculoskeletal	 pain,	 a	 number	 of	





of	 pain	 self-efficacy,	 described	 their	 condition	 as	 confusing	 and	 perplexing	 (Bryant	 et	 al.,	
2016).	 	 The	 inclusion	 of	 modules	 within	 the	 PMP	 that	 provided	 experiential	 exposure	 to	
feared	 activity,	 supported	 by	 modules	 that	 provided	 education	 and	 adaptive	 coping	
strategies,	may	have	targeted	 fear	avoidance	and	 increased	participant’s	pain	self-efficacy.		
	
Studies	 in	 other	 forms	 of	 chronic	 pain	 have	 shown	 that	 interventions	 that	 improve	 self-
efficacy	are	correlated	with	 increases	 in	 functional	outcomes	and	return	to	work,	and	that	
scores	in	the	minimal	range	are	associated	with	likelihood	of	maintaining	this	improvement	
on	a	longer	term	basis	(Nicholas	2007).	 	 	 	The	improvement	seen	in	the	group	in	perceived	













condition	 are	 important	when	 assessing	 change,	 rather	 than	 the	 specific	 constructs	which	
the	assessing	clinicians	feel	are	important	(Kamper	et	al.,	2013).		
Perception	 of	 improvements	 ‘overall’	 was	 higher	 than	 for	 change	 in	 those	 for	 ‘physical	
abilities’	at	both	end-of-programme	and	three-month	follow	up	time-points.	While	this	may	
represent	a	 failure	of	 the	PMP	 to	meet	 this	aspect	as	effectively	as	others,	 it	may	also	be	
possible	 that	 participants	 did	 not	 find	 their	 physical	 abilities	 to	 be	 problematic	 at	
commencement,	 or	may	 suggest	 that	 it	 takes	 longer	 for	 physical	 shifts	 to	 occur	 and	 that	
longer	term	follow-ups	may	be	required	to	capture	similar	changes	on	this	measure.		
As	discussed	earlier,	women	with	CPP	compared	to	mixed	pain	cohorts	have	been	found	to	
prioritise	 goals	 related	 to	 intimate	 relationships	 and	 parenting	 over	 general	 activity	 and	














improving	 psychosocial	 correlates	 of	 pain	 related	 disability	 including	 reductions	 in	 pain	
interference,	pain	catastrophising,	and	increases	in	pain	self-efficacy.	
While	 further	 investigation	 is	 required,	 early	 outcomes	 suggest	 that	 the	 currently	 unmet	
needs	 of	 women	 suffering	 with	 CPP	 could	 be	 met	 by	 a	 relatively	 short,	 cost-effective	
intervention	 that	 has	 none	 of	 the	 risks	 associated	 with	 more	 invasive	 biomedical	
interventions,	such	as	surgery,	that	are	the	mainstay	of	current	treatment.	This	is	especially	
important	given	the	high	number	of	women	that	experience	debilitating	CPP	and	the	burden	




There	 are	 numerous	 international	 guidelines	 that	 are	 often	 held	 as	 “the	 standard	 to	 be	
achieved”	for	treatment	of	CPP,	yet	their	development	has	been	shown	not	to	meet	quality	
standards	 (Appleyard	 et	 al.,	 2006).	 There	 is	 considerable	 variation	 between	 different	
guidelines	 reflecting	 that,	 in	 the	 absence	 of	 sufficient	 research,	 the	 majority	





The	 perception	 of	 surgical	 interventions	for	 CPP	as	 being	 superior	 or	 ‘gold-standard’	
treatment	 is	 of	 particular	 concern.	 The	 quality	 of	 evidence	 and	 number	 of	 participants	









Possible	 harms	 from	 such	 surgical	 intervention	 not	 only	 include	 significant	 financial	 costs,	






is	 often	 a	 belief	 that	 the	 40-60%	 of	 women	 with	 CPP	 who	 have	 a	 negative	 diagnostic	
laparoscopy	 are	 reassured	 by	 this	 finding.	 Such	 a	 finding,	 however,	 does	 not	 translate	 to	
improved	quality	of	life	outcomes	12	months	later	(Cox	et	al.,	2007).	The	mismatch	between	
significant	 symptoms	 and	 a	 ‘normal	 laparoscopy’	 creates	 a	 false	 dichotomy	 and	 risks	
clinicians	 attributing	 symptoms	 as	 psychogenic	 in	 origin	 (Howard,	 1993,	 1996;	 Verceini,	
2018).	
	
While	 there	 is	 currently	 no	 collection	 of	 data	 of	 the	 outcomes	 of	 women	 with	 CPP	 who	
undergo	surgery	at	CWH,	 the	results	of	 the	 local	audits	and	anecdotal	clinician	experience	




In	 the	 absence	 of	 strong	 evidence	 base	 for	 both	 efficacy	 and	 superiority	 over	 treatments	








The	current	biomedical	management	model	applied	 to	CPP	 is	based	on	 the	simplistic	End-
Organ	Dysfunction	Model	 (Apkarian,	 2010).	 Local	 and	 international	 audits,	 however,	 have	




many	 with	 CPP	 are	 reluctant	 to	 engage	 with	 Pain	 Management	 Centres	 as	 they	 do	 not	
believe	 their	 needs	 will	 be	 met.	 Although	 many	 of	 the	 needs	 of	 women	 with	 CPP	 are	
common	to	all	chronic	pain	syndromes,	there	are	also	more	specific	needs	such	as	the	effect	

















The	 current	 lack	of	 alternative	 services	 available	when	medical	management	 fails	 to	bring	
resolution	of	symptoms	often	leads	to	frustration,	poor	quality	of	life	and	for	many	women	
unnecessary	 repeat	 investigations,	 surgical	 procedures	 and	 avoidable	 admissions	 to	 acute	
hospital	services	further	increasing	the	economic	burden	to	health	services.		




The	per-patient	 financial	and	resource	costs	of	 the	group	PMP	are	 far	 lower	 than	many	of	
the	current	interventions.	Surgical	procedures	typically	have	costs	over	$10,000	each,	which	
is	 far	 higher	 than	the	 staffing	 and	 equipment	 costs	 of	 running	 a	 group	 PMP	 for	 multiple	
participants.		
While	 the	pilot	 groups	only	 contained	 a	maximum	of	 six	 patients,	 international	 guidelines	
permit	up	to	12	participants	 in	such	a	group.	This	participant	 to	clinician	ratio	could	 lower	
the	costs	even	further	from	eight	to	just	four	clinician	hours	per	participant.		
	
The	 current	 ‘cost-neutral’	 focus	 with	 in	 CDHB	 (Canterbury	 District	 Health	 Board,	 2018),	
where	cost	saving	from	service	development	must	be	shown	before	investment	is	provided,	
is	particularly	 short	 sighted,	as	 the	status	quo	 is	both	costly	and	unsuccessful.	Considering	









Orthopaedic	 services	 are	 increasingly	 recognising	 the	 benefits	 of	 physiotherapy	
‘prehabilitation’	prior	 to	 surgical	 interventions	on	both	 recovery	and	outcomes	 (Banugo	&	
Amoako,	 2017).	 Currently	 the	patient	 journey	 for	 those	with	CPP	 is	 to	exhaust	 all	 surgical	
end-organ	directed	interventions	before	turning	focus	to	the	wider	view	of	the	person	living	
with	 persisting	 pain	 and	 considering	 multidisciplinary	 pain	 interventions.	Risk	 factors	 for	
poor	 outcomes	 and	 persisting	 pain	 following	 surgery	 for	 pelvic	 pain	 include	 psychosocial	
correlates	that	can	be	modified	by	the	group	PMP	intervention.		Further	research	could	also	
establish	 whether	 the	 use	 of	 such	 an	 intervention	 as	 ‘prehabilitation’	 improves	 surgical	
outcomes	or	even	reduces	the	requirement	for	surgery	at	all;	particularly	multiple	repeated	








This	 study	was	 undertaken	 as	 a	 pilot	 for	 the	 purposes	 of	 establishing	 feasibility	 of	 such	 a	
programme,	and	as	a	result	some	aspects	of	design	were	dictated	by	pragmatic	factors	such	
as	 available	 resources	 and	 timeframe.	 Studies	 with	 improved	methodology	 and	 sufficient	
power	 are	 required	 to	 replicate	 the	 findings	 found	 in	 the	 current	 study	 and	 to	be	 able	 to	




The	maximum	sample	size	was	 limited	 to	eight	women	per	group	 for	 the	purposes	of	 this	





2013).	 Despite	 best	 efforts	 each	 group	 contained	 a	 maximum	 of	 six	 participants.	 The	
recruitment	progress	was	hampered	by	the	numbers	of	appropriate	candidates	identified	by	
clinicians	working	 in	busy	 clinics	unfamiliar	with	a	novel	patient	pathway.	The	numbers	of	
potential	 suitable	 candidates	 identified	 in	 the	 previous	 audit	 and	 increase	 in	 referrals	
received	progressively	over,	and	 following	the	recruitment	 timeframe,	suggests	 that	 this	 is	






limitations	 to	 this	 one-group	 pre-test-post-test	 design	 used	 that	 also	 need	 to	 be	











treatments	 that	 will	 be	 efficacious	 for	 the	 real-world	 individuals	 that	 inhabit	 real-world	
environments	 (Kazdin	 &	 Nock,	 2003).	 However	 participants	 will	 have	 been	 exposed	 to	
multiple	environmental	influences	throughout	the	course	of	the	intervention,	which	means	




positives,	 with	 change	 being	 credited	 to	 the	 PMP	 that	 was	 in	 fact	 a	 result	 of	 something	
environmental.	 This	 will	 have	 been	 somewhat	 reduced	 by	 consecutive	 groups;	 however,	




Due	 to	 the	 focus	 on	 subjective	 experiences	 within	 this	 research	 it	 was	 necessary	 to	 use	
multiple	 self-report	measures,	as	many	of	 the	variables	of	 interest	are	 internally	occurring	
and	unobservable.	The	use	of	repeated	measures	could	result	in	participants	getting	used	to	
questions,	 which	 may	 influence	 their	 responding	 in	 future	 subsequent	 administrations.	
Further,	as	facilitators	both	implemented	the	intervention	and	administered	the	assessment	
measures	 the	possibility	 of	 research	 allegiance,	where	by	participants	 –	who	are	 aware	of	
the	 aims	 of	 the	 intervention	 –	 modify	 their	 answers	 in	 favour	 of	 beliefs	 of	 researchers’	





on	 review	 of	 the	 published	 literature,	 those	 designed	 for	mixed	 pain	 cohorts	 were	 used.	
While	 many	 of	 the	 drivers	 of	 pain	 related	 disability	 are	 comparable,	 some	 of	 the	 unmet	
needs	have	been	shown	to	be	different.	For	example	women	with	CPP	tend	to	have	different	
goals	 for	 attending	 pain	 services	 than	 populations	 from	 general	 pain	 clinics	 prioritising	
parenting	 and	 intimate	 relationships	 over	 the	 general	 pain	 clinic	 population	 who	
identified	general	activity,	walking	and	personal	care	(Twiddy	et	al.,	2015).		
The	 BPI	 records	 interference	 across	 a	wide	 set	 of	 domains,	 and	 so	may	 capture	 progress	
towards	 these	 goals;	 however,	 further	 work	 should	 explore	 whether	 such	 outcome	
















As	 demonstrated	 in	 low	 back	 pain	 research,	 separate	 components	 such	 as	 education	 and	
physiotherapy	 may	 fail	 to	 bring	 improvements	 as	 mono-therapy,	 but	 are	 highly	 effective	
when	used	in	combination	(Louw	et	al.,	2011;	Traeger	et	al.,	2019).		
	
Individuals	who	 experience	 chronic	 pain	 are	 often	 phenotyped	 by	 simple	 factors,	 such	 as	
location	of	perceived	pain	or	surgical	pathology	present,	and	prescribed	treatment	based	on	
this.	Turk	&	Rudy	(1992)	however	warn	of	the	“patient	uniformity	myth”	which	overlooks	the	
heterogeneity	 of	 these	 cohorts.	 Correspondingly	 a	 “treatment	 uniformity	myth”	 has	 been	
described,	of	the	assumption	that	cognitive	behavioural	therapy	is	a	homogenous	treatment	












a	 larger	 sample	 of	 women	 in	 geographical	 locations	 across	 New	 Zealand,	 and	 beyond,	 to	
allow	for	broader	generalisation	of	these	research	findings.			
	
No	 specific	 hypotheses	 were	 offered	 or	 explored	 in	 terms	 of	 age,	 gender	 or	 cultural	
differences	 between	participants,	 and	 the	 limited	 sample	 size	 prevented	 the	 possibility	 of	
finding	 such	 differences.	The	 eligibility	 criteria	 for	 this	 cohort	 included	 being	 of	 female	
gender,	 and	 aged	 over	 18	 years.	 Pelvic	 pain	 also	 affects	 adolescents,	 males	 and	 those	
identifying	 as	 gender	 diverse.	 Specific	 research	 into	 the	 potential	 for	 translation	 of	 this	
programme	to	other	groups	is	warranted.	
	
Further	 investigation	 could	 also	 explore	 differing	 experiences	 with	 pelvic	 pain	 across	
different	cultural	groups,	including	those	that	have	been	identified	between	Māori	and	non-
Māori	women.	A	 survey	 from	 the	New	Zealand	 Electoral	 Roll	 reported	 that	Māori	women	
were	 less	 likely	 than	non-Māori	 women	to	 report	 CPP,	 although	 acknowledging	 that	 their	
sample	group	was	slightly	skewed	(Grace	&	Zondervan,	2004).	Recent	research	of	attendees	
at	New	Zealand	pain	clinics,	however,	 identified	that	Māori	are	more	likely	to	present	with	
higher	pain	 intensity,	 greater	disability,	higher	 levels	of	 catastrophic	worry	and	 lower	 self-











in	 that	 audit	 cohort	 who	 demonstrated	 very	 high	 complexity	 of	 unmet	 needs	 that	






effect	across	a	number	of	domains;	 the	 relatively	 small	 timeframe	of	 the	current	Master’s	
means	 that	 it	 is	 difficult	 to	 know	 if	 gains	 found	 from	 this	 programme	will	 be	maintained.	
Long-term	longitudinal	research	has	found	that	gains	after	some	CBT	based	interventions	for	
chronic	 pain	 are	 not	maintained	 over	 time,	 but	 others	 have	 shown	 a	 ‘sleeper	 effect’,	 i.e.	










Chronic	 Pelvic	 Pain	 (CPP)	 presents	 a	 significant	 burden	 to	 tens	 of	 thousands	 of	New	
Zealand	women	 and	 their	 families,	 and	 to	 society	through	 healthcare	 use	 and	 loss	 of	
productivity.	
		
Recent	 unmet-needs	 audits	 of	 women	 with	 CPP	 attending	 the	 Christchurch	 Women’s	
Hospital	have	demonstrated	that	current	management	fails	to	meet	the	needs	of	a	striking	
number	of	these	women.	It	confirmed	both	the	complexity	of	patient	presentations	and	the	
high	patient	numbers	 in	Canterbury	 for	whom	a	more	targeted	 intervention	could	provide	
benefit	(Souter	&	Joseph,	2018;	Joseph	&	Mills,	2019;	Joseph,	2020).		
	
A	 review	of	 the	 literature	 identified	 that	while	 the	 current	 unimodal	 biomedical	model	 of	
care	delivered	can	result	in	short	term	improvement	for	some	women,	for	many	others	this	
















for	 such	 service	 development.	 This	 pilot	 project	 aimed	 to	 demonstrate	 the	 feasibility	 of	
providing	a	group-based	pain	management	intervention	for	women	with	CPP	that	aimed	to	
meet	some	of	these	identified	unmet	needs.		
While	 small	 sample	 size	 and	methodology	 limit	 the	 robustness	 of	 conclusions	 that	 can	be	
drawn	from	the	current	study,	the	initial	outcomes	from	this	pilot	project	are	promising	and	
suggest	that	further	 investigation	into	the	use	of	multidisciplinary	group	pain	management	




































are	medications	 and	 surgeries.	While	 these	 can	 be	 helpful	 for	 a	 time	 for	 some	women,	 unfortunately	
these	treatments	are	often	not	helpful	for	many	women,	and	can	have	unpleasant	or	serious	side	effects.		
International	research	shows	that	the	best	treatment	for	chronic	pain	is	interdisciplinary	team	care.	This	




Many	 patients	 around	 the	world	 have	 been	 helped	 by	 treatment	 in	 small	 groups,	which	 help	 them	 to	
manage	their	pain	and	reduce	the	need	for	surgery	and	medications.		
While	 there	are	 similar	 services	available	 in	Christchurch	and	around	New	Zealand,	 the	waiting	 lists	 for	






































While	 participation	 in	 the	 group	 is	 important,	 this	 does	 not	 mean	 that	 you	 have	 to	 share	 personal	


































You	 have	 the	 right	 to	 full	 information	 about	 the	 programme	 and	what	 it	 entails	 via	 our	 team	 and	 the	
information	session	provided.	You	have	the	right	to	decide	to	participate	in	the	study	or	not,	and	this	will	
in	no	way	 impact	the	care	you	receive;	however,	we	only	want	to	deliver	this	programme	to	those	that	
will	benefit	 from	 it,	 so	we	carefully	 screen	all	participants	 to	ensure	 that	 this	 is	 the	 right	 treatment	 for	
them.	
You	have	the	right	to	withdraw	from	the	study	at	any	time;	however,	once	withdrawn	you	will	not	be	able	


















WHO DO I CONTACT FOR MORE INFORMATION OR IF I HAVE CONCERNS? 






If you want to talk to someone who isn’t involved with the study, you can contact an 
independent health and disability advocate on: 
 
Phone:  0800 555 050 
Fax:   0800 2 SUPPORT (0800 2787 7678) 
Email:   advocacy@hdc.org.nz 
 
For Māori health support please contact: 
 
Kathy Simmons, Māori Health Worker 
Christchurch Women’s Hospital 
(03) 364 4503 
  
 
You can also contact the health and disability ethics committee (HDEC) that approved this 
study on: 
 
 Phone:  0800 4 ETHICS 

























I	 consent	 to	my	GP	 being	 informed	 about	my	 participation	 in	 the	 study	
and	of	any	significant	abnormal	results	obtained	during	the	study.	 Yes	o	 No	o	
I	 agree	 to	 an	 approved	 auditor	 appointed	 by	 the	 New	 Zealand	 Health	 and	













sessions	 run	 for	 4	 hours	 each	 week	 for	 6	 weeks,	 and	 I	 will	 be	 given		













Declaration by participant: 







Declaration by member of research team: 
 
I have given a verbal explanation of the research project to the participant, and have 
answered the participant’s questions about it.   
 
































































































































I	found	it	hard	to	wind	down		 0		 1		 2		 3	
I	was	aware	of	dryness	of	my	mouth		 0		 1		 2		 3	
I	couldn’t	seem	to	experience	any	positive	feeling	at	all		 0		 1		 2		 3		
I	experienced	breathing	difficulty	(e.g.	excessively	rapid	breathing,	
breathlessness	in	the	absence	of	physical	exertion)		 0		 1		 2		 3	
I	found	it	difficult	to	work	up	the	initiative	to	do	things		 0		 1		 2		 3	
I	tended	to	overreact	to	situations		 0		 1		 2		 3	
I	experienced	trembling	(e.g.	in	the	hands)		 0		 1		 2		 3		
I	felt	that	I	was	using	a	lot	of	nervous	energy		 0		 1		 2		 3	
I	was	worried	about	situations	in	which	I	might	panic	and	make	a	fool	of	
myself		 0		 1		 2		 3	
I	felt	that	I	had	nothing	to	look	forward	to		 0		 1		 2		 3		
I	found	myself	getting	agitated		 0		 1		 2		 3	
I	found	it	difficult	to	relax		 0		 1		 2		 3	
I	felt	down-hearted	and	blue		 0		 1		 2		 3	
I	was	intolerant	of	anything	that	kept	me	from	getting	on	with	what	I	was	
doing		 0		 1		 2		 3		
I	felt	I	was	close	to	panic		 0		 1		 2		 3	
I	was	unable	to	become	enthusiastic	about	anything		 0		 1		 2		 3	
I	felt	I	wasn’t	worth	much	as	a	person		 0		 1		 2		 3		
I	felt	that	I	was	rather	touchy		 0		 1		 2		 3	
I	was	aware	of	the	action	of	my	heart	in	the	absence	of	physical	exertion	(e.g.	
a	sense	of	heart	rate	increase,	heart	missing	a	beat)		 0		 1		 2		 3	
I	felt	scared	without	any	good	reason		 0		 1		 2		 3	




Section 6 – PSEQ  
Rate how confident you are that you can do the following things at present 
despite the pain. Circle one of the numbers on the scale under each item, where 
0 = Not at all confident and 6 = Completely confident.  
Remember this questionnaire is not asking whether or not you have been doing 





1. I can enjoy things, despite the pain 
0 1 2 3 4 5 6 
 
2. I can do most of the household chores (e.g. tidying up, 
washing dishes, etc.) despite the pain 
0 1 2 3 4 5 6 
 
3. I can socialise with my friends or family members as often as 
I used to do, despite the pain 
0 1 2 3 4 5 6 
 
4. I can cope with my pain in most situations 
0 1 2 3 4 5 6 
 
5. I can do some form of work, despite the pain (“work” includes 
housework, paid and unpaid work) 
0 1 2 3 4 5 6 
 
6. I can still do many of the things I enjoy doing, such as 
hobbies or leisure activity, despite the pain 
0 1 2 3 4 5 6 
 
7. I can cope with my pain without medication 
0 1 2 3 4 5 6 
 
8. I can still accomplish most of my goals in life, despite the pain 
0 1 2 3 4 5 6 
 
9. I can live a normal lifestyle, despite the pain 
0 1 2 3 4 5 6 
 
10. I can gradually become more active, despite the pain 
0 1 2 3 4 5 6 






Section 7 – MSQ 
þ People with persistent pain often describe changes to their sex life as a result of 







þ Some people are distressed about the change to their sex life; others are not 
concerned by it. If you answered yes to the question above, are you concerned 






Listed below are several statements that concern the topic of sexual relationships.  
Please read each item carefully and decide to what extent it is characteristic of you. 
For each statement circle the response that indicates how much it applies to you by 
using the following scale: 
 




4- Very much 
                                                                                                                       Not at all              Very much 
I feel anxious when I think about the sexual aspects of my life 
0  1  2  3  4 
 
I'm worried about the sexual aspects of my life 
0  1  2  3  4 
 
Thinking about the sexual aspects of my life leaves me with an uneasy 
feeling 
0  1  2  3  4 
 
I usually worry about the sexual aspects of my life. 
0  1  2  3  4 
 
I feel nervous when I think about the sexual aspects of my life 





























1.		I	worry	all	the	time	about	whether	the	pain	will	end		 0	 1	 2	 3	 4	
2.	I	feel	I	can’t	go	on		 0	 1	 2	 3	 4	
3.	It’s	terrible	and	I	think	it’s	never	going	to	get	any	better		 0	 1	 2	 3	 4	
4.	It’s	awful	and	I	feel	it	overwhelms	me		 0	 1	 2	 3	 4	
5.	I	feel	I	can’t	stand	it	anymore		 0	 1	 2	 3	 4	
6.	I	become	afraid	that	the	pain	will	get	worse		 0	 1	 2	 3	 4	
7.	I	keep	thinking	of	other	painful	events		 0	 1	 2	 3	 4	
8.	I	anxiously	want	the	pain	to	go	away		 0	 1	 2	 3	 4	
9.	I	can’t	seem	to	keep	it	out	of	my	mind		 0	 1	 2	 3	 4	
10.	I	keep	thinking	about	how	much	it	hurts		 0	 1	 2	 3	 4	
11.	 I	 keep	 thinking	 about	 how	 badly	 I	 want	 the	 pain	 to	
stop		
0	 1	 2	 3	 4	
12.	There’s	nothing	I	can	do	to	reduce	the	intensity	of	the	
pain		
0	 1	 2	 3	 4	
13.	I	wonder	whether	something	serious	may	happen		 0	 1	 2	 3	 4	
Thank you for completing this questionnaire, this is the end. 
PLEASE RETURN IT In the envelope provided, or scan and email to 
PIPPI@cdhb.health.nz 
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